An in-house radioimmuno assay for serum thyroglobulin was developed in our laboratory and compared its relative sensitivity with that of whole body scan in the detection of residual tumour or metastases and evaluated the predictive value of serum thyroglobulin in the clinical course of the disease. Ninety six patients after thyroidectomy were followed up for a maximum period of five years in this study.
found in some patients with metastases (11) (12) (13) (14) . 
MATERIALS AND METHODS

a) Serum Tg Assay
The measurement of Tg was carried out by double antibody in-house RIA based on a previously described method (17) . The method (recurrence).
RESULTS
The clinical and pathological details of the patients are provided in Table 1 . A patient was considered to be in remission (disease negative) if clinical examination, X rays and WBS failed to reveal evidence of active disease. Table 2 shows serum Tg levels in all 4 groups of patients obtained at the initial and the final assessment stages in this study. Table 3 compares serum Tg levels with WBS in initial and final assessment of the patients studied.
In this study, serum Tg values < 10 ng/ ml and > 10 ng/ml were considered as 'Tg negative' and 'Tg positive', respectively. Standard whole body scans were performed at 48 and 72 hr. after the administration of 2 mCi of ~311.
As shown in Table 3 Based on the above data the overall clinical sensitivity and specificity as well positive and negative predictive values of serum Tg when compared to WBS in the assessment of all patients were calculated according to Watson(18) and presented in Table 4 .
DISCUSSION
Most authors (8, 9, 13, 14, 19, 20) consider a Tg value of 5 or 10 ng/ml as the upper limit of normal in patients who have undergone total thyroidectomy. Authors(9, 19) whose assays had detection limit of 1 ng/ml used 5 ng/ml as the upper limit of normal, while those who used assays with higher detection limits recommended a cut-off of 10 ng/ml. In our assay the analytical sensitivity was 2.5 ng/ml, hence we used a cut-off of 10 ng/ml.
Discordant results between serum Tg and WBS are quite possible because it is well known that metastatic deposits from DTC are not always capable of taking up iodine but still can secrete Tg(5-10). On the contrary very rarely we see the opposite situation where tumour still takes up iodine with undetectable serum Tg (11) (12) (13) (14) .
There is a statistically significant difference between the mean initial serum Tg level 
